stereotype threat #4 


trying to frame graduate school 
as a radical // queer // punk endeavor 


a history of constructions of transsexuality 
in the us. and germany 


modified version of an essa) 1a sie ihccruae: Kor mee 
History of Constructions of Transsexuality,” just with some of the 
themes clarified, some cus 

toned down. But not that much. I dunno, Iv 


conversational style, but I think it’s readable eno h. Also? 
really an expert on this stuff, Phickel oe a 


, and it’s real possible I fucke: 
up here. If you know better than I do aa want to tet ere 
email address is imogen @keepyourbridgesburning.com. poe 

One thing to keep in mind is that this is the story of the 
people who got to make up the story of transsexuality- and that these 
people tended not to be trans people. So it’s not a history of the way 
trans people have historically constructed transsexuality, it’s the story 
of how The Authorities have historically constructed transsexuality. 
And it’s mostly about trans women. One could dig deep and find 
more information about ways that transsexuality has historically 
been constructed in men, but the story of constructions of 
transsexuality in Euro-American culture has primarily been a story of 
what cis people think about trans women. A theme that runs through 
the story of constructions of transsexuality in a European  // 
American context is the interplay between discourses of 
transsexuality in popular, “common sense,” frequently salacious 
constructions of trans people in popular culture, the media, less 
reputable print and pornography and discourses of transsexuality in 
the theoretically reputable, scientific realms of science and medicine. 
Specifically: dudes with weird boners for things they believed to be 
outlandish and exciting had a lot more say in constructing historical 
narratives of transsexuality than they probably should have. I've 
intentionally written this story as dispassionately as I could, because 
to go into a critique of every dumb idea every dumb guy ever had on 
this subject would be, y’know, too much. But if you're outraged while 
reading this... I mean, that’s cool. . ; 

Oh I took out all the citations in the text because I don’t 
know what my ethical responsibility is with regard to publishing 
course work, plagiarism, and stuff like that- but I've included the 
bibliography at the end. I promise I didn’t make any of these quotes 
up. Also: all the art here is by Sybil Dorsett, who is a Canadian genius. 
Her website is sicknessandfilth.com. ; 

A few notes on language: in order both to make this essay 
as clear as possible and also to be as respectful to trans people being 
discussed, I've consistently used the names and pronouns individuals 


instead of those assigned Ne gee = ee 
“bottom surge in place of “Sexua 
uve ae pate “Gender oie a Surgery,” 
rail 1: oy?” “Vaginaplasty,” or other terms generally understood 
isons “SoeChange Operation,” simply because “bottom surgery” 
Ol NG oe valueneutral and useful with respect to both trans 
coats le assigned male at birth who came to identify as female 
bacguceaed Fe not male- and trans men, who were assigned female at 
i gearias e to understand themselves to be men or otherwise not 
ase Toe the word “trans” as shorthand for “transsexual” 
ier t this paper for a number of reasons, not least of which is 
eh | feel chat by removing the etymologically misleading 
“i ality” from the word “transsexuality,” the shorter term “trans” is 
ee Sout transsexuality as a phenomenon that relates to an 
rndieidual's ender, instead of their sexual object choice. “Trans” as 
mee ctive Mish includes those who would like to transition but for 
aan reason can not or do not; it also includes those who 
stent but cannot pass for cis. Further, “trans” has not been in 
emilee usage for the last sixty plus ar and so nie eau ag is 
j imes contradicto sp 

ae ee “Cis” is a prefix satendied 4 to be a oinieee 
complement to “trans-” so “cis” is ee maganen ee eae eee 
bac aiacrpur as us yamceonnie surgeries has in a few places 


replacement therapy an Shae orcas e may seem 
been referred to as teres healthcare.” Whi : eh pa ae capa 


ici itimize trans experience, it tin J 
iy gee ea over a sentny of language that oe eee 
trans experience. And finally, I use the terms | ae ae ie eer 
“female-assigned” in reference to the sexes individuals ar pas pe rate 
be by doctors at birth, in order to avoid the ale obilie at ob 
produced by language such as “male-bodied” or signee en 
the even less useful essentialist idea that a Saget : “ ectfully 
“really male,” or vice versa. The intention is to be able ees with 
discuss the sex an individual was expected to grow up to} ee DN 
even when that individual does not identify vor papas ‘eines 

“able to discuss groups of individuals comprised of, for an et an 
dressing men, transsexual women and gay men, oe and 
assigned sex at birth- and therefore certain cultural expec 


may be grouped together for that reason. 


have taken for themselves, 


Magnus Hirschfeld 


While Magnus Hirschfeld was not the first psychologist to 
study trans people, he is widely understood to be the first to 
differentiate between transsexuality and homosexuality, and to 
publish major work on the subject. Bom in 1868, he did the majori 
of his work with trans people- primarily trans women- at the end of 
the eighteenth cen and the first decades of the nineteenth, - 
publishing the first book on what is now understood to be 
transsexuality, Die Transvestiten (The Transvestites) in 1910, then 
continuing to work with trans people until his death in 1935. 

Although in many ways he worked in opposition to them, 
Hirschfeld the researcher was a product of the cultural norms of his 
time and place- an important element in pretty much every 
construction of everything ever, but one that’s particularly important 
to acknowledge in the story of trans people because trans people 
generally have not been able to speak for ourselves to anyone but 
ourselves until relatively recently. Hirschfeld’s eighteenth century 
Germany was: an intensely sex- and gender-normative culture. 
Sexologists working contem oraneously with him, including Carl 
von Westphal, Alfred Moll probably Hirschfeld’s most prominent 

rival, who “held all homosexuals to be liars and opportunists,” 
foreshadowing some doctors’ skepticism in the University Sex 
Change Programs in America in the sixties and seventies), and even 
Richard von Krafft-Ebing all pathologized “gender inversion” - a term 
used to describe femininity or lack of masculinity in men, or 
masculinity or lack of femininity in women. (Today we to understand 
the idea of “inversion” to be a conflation of sex and gender.) 

It’s worth pausing to mention Hirschfeld’s contempora: 
Richard von Krafft-Ebing. In 1886, Krafft-Ebing published the first 
edition of his magnum opus Psychopathia Sexualis, a vast taxonomy 
of sexual deviance, with the idea that “any departure from procreative 
heterosexual intercourse represents a form of.emotional or physical 
disease.” “He was the most negative and judgmental of all the early 
sexual scientists, and perhaps because of this, he was the most 
popular with both the medical and lay communities of his day. 
Krafft-Ebing understood homosexual phenomena with the gender 
inversion model, and he used the term metamorphosis sexualis 
Paranoica to describe the specific form of gender inversion 
characterized by the desire to live in the sex/gender role opposite to 


the one assigned at birth; in modern terms, he believed transsexuali 
to be a particularly severe form of homosexuality. He argued that 
people afflicted with metamorphosis sexualis paranoica were 
profoundly disturbed and described them as psychotic. Interestingly, 
given the future course of the study of transsexuality, in the early 
years of research on trans people Krafft-Ebing aid as much attention 
to female-assigned people who desired to live as men as he did male- 
assigned people who wished to live as women; researchers after 
Krafft-Ebing would tend to focus on trans women. Consistently with 
the course of the study of transsexuality that was to follow decades 
later, though, he was very interested in how well Sandor V., the 
subject of a prominent case study, passed for a cis man, his preferred 
gender of sexual partner, his history of masturbation, and his 
physical traits, and not particularly interested in discussing ways that 
sociocultural stigma produces what is understood to be pathology. 
When Hirschfeld started his work, German colonialism and 

the stirrings of a nationalism that would culminate in Hitler’s Nazi 
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constructions of deviance as science. This was the cultural context in . 
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stark contrast to the sexology of the time, as epitomized by Krafft- 
Ebing’s work. Hirschfeld’s approach is reminiscent of the client- 
centered therapy Carl Rogers would espouse a few decades later: “as a 
researcher and a clinician, Hirschfeld privileged the needs and wishes 
of his patients before his own attachments to particular theories, 
doctrines, or therapies.” 

Interestingly, for his work, Hirschfeld canvassed all the gay 
bars he could find, across the city of Berlin, as J. Michael Bailey would 
do in Chicago almost a hundred years later- although, we’ll see, with 
important differences. He interviewed 17 case studies who were 


“predominantly males who dressed as women and 
expressed a desire to be female in some way. The first thing 
Hirschfeld did was eliminate the possibility. that these 
seventeen people fell into any categories that alread 
existed, and one by one, he demonstrated how their 
behaviors and feelings did not make them classifiable as 1) 
fetishists, 2) masochists, or 3) homosexual.” 


Hirschfeld coined the term “transvestite” because their one 
commonality was wearing women’s clothes. Since some (but not all) 
were aroused by wearing women’s clothes, Hirschfeld attributed a 
sexuality component to all transvestism. Havelock Ellis, a colleague 
and friend who worked closely with him, disagreed with this, because 
he felt that Hirschfeld’s definition emphasized the clothes over what 
would later come decades later to be known as the gender identity. In 
other words, both researchers acknowledged that these transvestites’ 
tendency to wear women’s clothes was produced at least in part by 
something internal related to their genders- not just to their 
sexualities: “Ellis’ disagreement with Hirschfeld’s terminolo 
indicates that both men saw transvestites as dressing not only for 
sexual pleasure but also out of their own sense of gender dysphoria.” 

So Hirschfeld was the first doctor to differentiate between 
homosexuality and what he termed transvestism in a way that 
acknowledged that transvestism was not necessarily solely a sexual 
fetish- that there was a component, frequently non-sexual, of identi 
and gender role instead of sexuality. It’s interesting to note, then, that 
the beginning of productive and sympathetic research on trans 
people was characterized by the differentiation between the sexual 
gratification impulse and the impulse to live in a gender role 
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transsexuality (as they're understood now) was not entirely clear 


Hirschfeld worked tirelessly to support his trans clients, His 
construction of transsexuality was not a ju 


; dgmental one. He was a 
legal and social advocate for trans people; he took his trans clients to 
courthouses to have their legal paperwork changed and worked with 
the police to decriminalize cross-gender expression. His 
compassionate work popularized- or at least worked to popularize- the 
idea that trans people should not be marginalized. 

Hirschfeld believed strongly in what was known at the time 
as the Theory of Human Bisexuality. The word “bisexuality” here 
does not refer to sexuality the way it does in the modern vernacular, 
but instead refers to the idea that all human bodies are made up of 
both male and female traits, and that therefore even the most 
heterosexual man will not be 100% male in all characteristics: he will 
have some small amount of breast tissue, for example, and the most 
heterosexual woman may exhibit some degree of aggression, a 
quality framed as masculine. Hirschfeld believed that sexual oo 

ender variance were the products of uncommon mixtures 0 
masculine biological feminine things and feminine Biolog oe 
in bodies. (This theoretical etiology remains unproven to this day, 
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recommended intensive psychotherapy for transsexuals; Hirschfeld’s 
approach was in stark contrast to the Freud’s, anticipating again Carl 
Rogers’ patient-centered therapy: 


“In treating his patients, Hirschfeld exhibited what may 
rightly be called a ‘patient-centered’ approach. He listened 
attentively and without judgment to his patients’ accounts 
of their suffering due to their sexual preferences and 
respected what they wished for themselves. The emphasis 
in his treatment was placed on how the patients felt about 
and experienced their own conditions. He did not impose 
treatments of conditions that society deemed pathological; 
rather, he encouraged his patients to understand and 
accept their natures and express them without remorse. He 
also urged them to exercise caution in public as the 
situation required. This is in stark contrast to the 
psychoanalytic method- dominant throughout the postwar 
period- which placed emphasis on the notion of ‘deviance’ 
as a defining characteristic of the ‘treatment’ of 
homosexuality. What Hirschfeld sought to accomplish was 
not the conformity of his patients, as was the case with 
psychoanalysis, but the fruitful exploration and 


legitimation of sexual difference and homosexual 
existence.” 


The historical record does not show a single case of 
transsexuality cured by psychoanalysis there will be more on this in 
the section on University Sex Change programs in America in the 
sixties and seventies. But it is worth noting that Margaret Sanger (!), 
in discussing Hirschfeld’s trans woman patients, noted that “rather 


' than the expressions of fear and insecurity that often characterized 


transvestites, those treated by Hirschfeld bore a mien of pride and 
self-confidence.” 

One final thing to note about Hirschfeld’s work is that, 
while he did speculate on the existence of testosterone and estrogen 
as potentially useful things for trans people to know about, for most 
of his life, hormone replacement therapy and bottom surgery simply 
were not yet available. He was involved in one of the first bottom 
surgeries on record- his client Dora Richter’s, in 1931 toward the end 
of his career- but the majority of his work was done without the 


ossibility of physical transition for his clients, besides ; 
fF ae ae otiae Early in his career he sought ne ation 
physiologist Eugen Steinmach to do experiments with sas 
transplants inten: ed to cure homosexuality. They failed, but ian 
oundwork for Harry Benjamin’s later endocrine work with tra € 

people. This goes some way, also, to making his use of the eo 
“transvestite” etymologically understandable- the only physical 
transition his clients could hope for was one that involved clothing. 

An important thing to note here is that by subscribing to 
the theory of human bisexuality and emphasizing an as yet unfound 
biological cause for transvestism, Hirschfeld was in a way producing 
a taxonomy of legitimacy that continues to exist: if there is an 
unchangeable biological cause for transsexuality (as yet hypothesized 
but unfound), then this is generally understood to be a legitimate 
justification for the transsexual impulse; if the basis for this behavior 
is instead an acquired deviancy, it has been framed as less legitimate. 
(Modern trans advocates have noted that there should not need to be 
a biological etiology in order for their experiences to count as 
legitimate, but this is not yet an idea that has become predominant in 
psychomedical circles.) 

In 1933, Hitler declared Hirschfeld “the most dangerous 
Jew in Germany” and Hirschfeld fled the country. Soon after, the 
Nazis publicly burned his library, destroying what may have been the 
most extensive collection of material on sex and gender variance : 
the world. Hirschfeld toured the world for a few years, still ae 2 
inquisitive into the sex and gender mores of cultures other than 
own, and died in 1937. ; a agit 

Its important to begin a history of construction ps 
transsexuality with Hirschfeld because in his work we can & ne 
seeds of almost all the work and disagreement that would a re 
should trans people be allowed self-determination, or do they PY" 5. 
be protected from themselves? Hirschfeld unqualifiedly 4” € atk 
former. Should transsexuality be understood as a gender ate 9 
sexuality issue? Hirschfeld argued that while there was potentia y 


sexuality component- that it was compli i imari 
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gender-related phenomenon. Should it be framed as binlsetiy 
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While the reality of each of these answers consistently seems to be 
ies complicated than a simple yes or no, one-or-the-other answer 
ey are instructive in terms of the disagreements that i 
constructions of transsexuality. ee ee pers 


Harry Benjamin 


Harry Benjamin was born in 1885 in Germany, where he 
received his doctorate in medicine in 1912. As a graduate student, he 
had accompanied Hirschfeld on his research tours of the gay bars in 
Berlin, although since Benjamin’s work at the time was on 
endocrinology and tuberculosis, they didn’t work together at that 
point on anything related to sex or gender. Benjamin came to 
America in the twenties to do work on tuberculosis, although when 
the work he intended to do fell through, he shifted his focus to 
endocrinology. Through the twenties he summered in Germany to 
work with Hirschfeld and Steinach, but as Hitler came to power in 
the late twenties and early thirties, Benjamin decided to bail on 
Germany and stay in the United States permanently. He settled 
down in the bay area of California, where he got involved with sex 
researchers- inchiding Alfred Kinsey- and then trans people who were 
interested in his expertise in endocrinology. 

The cultural context in which Benjamin worked was not 
that different from Hirschfeld’s. By the time Benjamin started 
working with trans people- almost if not exclusively trans women- 
there still was not a particularly large amount of academic or 
medical interest in trans people, and the bulk of what did exist was 
comprised of psychoanalytic narratives of transsexuality as deviance. 
This, combined with a small but steady stream in the forties of 
Sensational stories in pulp magazines about twanssexuality as 
shocking, deviant and about sex-as-in-fucking, created a backdrop 
once again of societal disapproval. But Benjamin faced the negative 
and salacious constructions of transsexuality head-on, much like 
Hirschfeld had, also treating his trans patients with respect and 
empathy. 


becoming men, but in the forties, salacious stories started appearing 
about male-to-female “sex changes” characterized by a construction 
of ‘transsexuality as titillating sexuality-related deviance: a 
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yell embraced the psychoanalytic sta ; : 

casi ality, was produced by “unfavorable childhood 

like emer eandulzen parents and other near relatives” He 

Se ou 140 widely read pamphlets on sexual subjects of all 
i ds: in one, “Questions and Answers on the Sex Life and Problems 
eo caenael Cauldwell claimed explicitly to have coined the 
term “transsexual” He wrote: “Transsexuals are individuals who are 
physically of one sex and apparently psychologically el the a 
sex. Trans-sexuals include heterosexuals, homosexuals, bisexua. : and 
others. A large element of transvestites have trans-sexual leanings. 

Irs important to note that, like Hirschfeld, he uncoupled 
transsexuality from homosexual and intersex phenomena, although 
Cauldwell, like Freud, argued for psychotherapy instead of bai 
transition. In another pamphlet, “Sex Transmutation- Can Sex Be 
Changed?” he elaborated: transsexuals unconsciously wanted to 
destroy their own sexualities. He was not critical of transvestites 2 
homosexuals, but- in keeping with the idea that without a a es 
cause of transsexuality there was no reason to respect the transsexu ; 
impulse- he was not sympathetic toward transsexuals. He sg : 
hundreds of letters from readers eager to access these surgeries, ie 
he did not do much to help anyone. The sheer volume ty 
correspondence he received about his sex-change articles ag eh 
toward growing interest in transsexuality, though, and not ius seer 
people who were titillated by it, but by people who identifie wi es 
and wanted to know how to change their own sexes. His expertise ines 
entirely theoretical, and he was certainly not publishing hard sae , 
but his work did pave the way culturally for that of Harry one in 

Another (much more) public figure must be mention 


1953, Christine Jorgensen became a national celebrity simply for 
being transsexual. 


“In a year when hydrogen bombs were being tested in the 
Pacific, war was raging in Korea, England crowned a new 
queen, and Jonas Salk invented the polio vaccine, 
Jorgensen was the most written-about topic in the media. 
[..] Part of the intense fascination with Jorgensen 
undoubtedly had to do with the fact that she was young, 
pretty, gracious, and dignified- but another part surely had 
to do with the mid-twentieth-century awe for scientific 
technology, which now could not only split atoms but also, 
apparently, turn man into woman.” 


There was a cultural anxiety around gender in America 
after World War II produced by men coming back from war, turning 
from soldiers into civilians, and produced further by women leaving 
the workforce they’d been a part of while their men were raged in 
order to become homemakers. The culture responded with eep 
conservatism in the late forties and then the fifties, and of a piece 
with that conservatism was the idea that with sex change now 
possible, the “natural order” of masculinity and femininity could be 
Testored by turning feminine men into women and masculine 
women into men. Like most cultural paradigms, this was produced by 
those with the privilege necessary to reinforce “common sense” 
cultural tropes, and therefore was not produced by Jorgensen herself- 
or any other trans person- but instead in large part by Cauldwell and 
the popular media. There will be more on this misreading- 
transsexuals as conservative instead of transsexuals as culturally 
framed as conservative- in the discussion of Janice Raymond’s work, 
but it is important here to note that here we see once again 
normative “common sense” framed as science. 


: This was the culture in which Harry Benjamin started his 
wor 


university gender clinic era, forwarded trans peo 
him to Benjamin. 

While Hirschfeld had briefly used but then dropped th 
term “psychosexual transsexual,” and Cauldwell had first used the 
term “transsexual” in the media, Harry Benjamin was the doctor who 
popularized and legitimated the term “transsexual.” He took 
Hirschfeld’s differentiation between “asexual transvestites” anq 
“transvestites-” the implication being “sexual transvestites-” and built 
his work on the idea that there was a single, fundamental difference 
between transsexuals and transvestites: the presence or lack of sexual 
arousal. Ellis and Hirschfeld’s work provided a framework upon 
which Benjamin produced his own understanding of gender variance: 
while the phenomena of transvestism and transsexualism were both 
produced by an individual’s innate sense of gender, in Benjamin's 
framework the difference between them was that transvestites wanted 
to “dress as women,” which was in part if not totally a sexual impulse, 
and transsexuals wanted to “be women,” which was an entirely 
nonsexual one. While the question of the degree to which the cross- 
gender identification in the transvestite was motivated by sexuality 
would prove to be an important and difficult one, Benjamin was not 
particularly interested in answering it. He focused on the trans people 
he termed transsexuals, leaving the question of trans people's 
sexualities to be solved by other people. (No one has come up = : 
satisfactory theory yet; fae people’s sexualities seem to 
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Brown (who would go on to become the ee a whine the university 
just this legal opinion in 1949, although, by 19 


ple who Contacteq 


gender clinics were founded, not a single doctor had been prosecuted 
under the mayhem statutes. So the burden of proof was actually on 
Benjamin and other sympathetic doctors; in order for their patients to 
access bottom surgery, Benjamin and others had to come up with a 
psychological or medical reason that sur; ery was necessary. In order 
to do so, Benjamin came up with a paradi that differentiated “true 
transsexuality” from homosexuality and “transvestic fetishism.” “In 
order that a transvestite not mistake his [sic] experience as 
transsexual, Benjamin recommended that anyone pursuing Sexual 
Reassignment Surgery follow a few guidelines in order to help keep 
some men from making an irreversible mistake.” 

Its important to note here that in the fifties, with 
Benjamin, Christine Jorgensen’s doctor Robert Hamburger, and even 
with the anti-surgery psychoanalysts, we have the introduction of a 
conflation between surgery, hormone replacement therapy, and 
transition, which is frequently unacknowledged to this day. As 
doctors put into place a gatekeeper paradigm in which trans people 
who wanted to access healthcare around their trans identities had to 
have had certain specific life experiences and qualities, there was not 
much conversation around what trans healthcare could look like: it 
was assumed to mean hormone therapy, bottom surgery and 
transition. Since the primary goal was for transitioners to integrate 
into society as easily as possible after transitioning- which would 
become pretty much the only goal at the end of the university gender 
programs that followed Benjamin’s era- candidates for transition had 
to commit to hormones, bottom surgery, and post-transition 
heterosexuality before even being considered for treatment. While 
this paradigm was put into place both in order to make transition 
possible in the context of a transphobic cultural paradigm in order to 
make transitioners’ lives easier, it produced a situation in which the 
only people who could even consider transitioning were those who 
were entirely certain that they were trans, who doctors were certain 
could pass post-transition for cis women. (Contrast this with the 
salacious idea that Science was able to tum Normal Men into 


were curious about androphilic sexuali 
in homosexual (or heterosexual) acti 
was also not much discussion of the possibility of hormone 


erapy without bottom surgery, or hormone 
herman anerapy pending oe ace tie 
with the Harry Benjamin Standards o e, this last would have at 
espe ae he had seen about two hundred clients, 
Benjamin had come up with a taxonomy of (rans_people. He 
described three types of “transvestites” in terms of severity: one who 
heterosexual (meaning attracted to women; researchers to this 
aay tend to discuss trans people’s sexualities in terms of the sexes 
hey were assigned at birth, even though trans people do not) and not 
psychologically disturbed about it, who was mostly interested in 
dressing in women’s clothes but not as interested in becoming a 
woman, whose problems were not with body or identity but instead 
with society and the law; a middle category, someone who had more 
severe psychological disturbances related to gender, who might be 
sexually attracted to men or women, require endocrine 
intervention,” counseling, or other interventions; and a third, the 
transsexual, who was not interested in clothing as much as being a 
woman, and who was solely attracted to men. So in Benjamin’s newer 
model, gender was still contingent on sexualit although in a more 
nuan way and perhaps slightly flexible. And Benjamin 
sceaawtelived. that an individual could move from one category to 
another- most frequently from the category of middle seen to oe 
third, most intense category. Since there was no clear etiolo #2 
could see, Benjamin speculated about biological imprinting: like . Y 
birds. He also wondered about prenatal hormone disturbances. : 
even without a clear biological cause for transsexuality, he sage y 
concluded that if the mind could not adapt to its body, the bai ae 
therefore be adapted to the mind, and subsequently assume 
there was a neurobiological cause. : Ps 
In 1966, Benjamin published his _magnum oe tied 
transsexuality, The Transsexual Phenomenon, in w ich he bes ad 
his findings and beliefs. Within months, “Sex Change Clinics eee 
at UCLA, Johns Hopkins, the University of Minnesota, and elsew ae 
While he would continue to work with trans women for Pind 
decade, the gender clinics left him kind of obsolete and he f0 : 
himself no longer the foremost authority in transsexuality. ea 
based on Benjamin’s work and the ndings of the universiy 
programs, the Harry Benjamin International Gender Dysh they 
Association (HBIGDA) was formed. Soon after HBIGDA forme : 
Published the first edition of the Harry Benjamin Standards of Care 


of guidelines designed to enable healthcare providers to 
iefeonine aa gets to eranieinion and what that transition should look 
like. For example, the first edition required that a trans person live in 
their chosen gender role for three months without access to 
hormones, which has been widely criticized by trans people as cruel 
and unnecessary. And though the HBIGDA has become the World 
Professional Association for Transgender Health (WPATH), their 
standards of care- which are in their seventh revision, as of May 2012- 
remain the preeminent framework in use for transsexual transition. 
Now they are pretty good, though. You can read them on the 
WPATH’s website. 

A discussion of Benjamin’s construction of transsexuality 
must include a brief aside on his associate and friend Virginia Prince. 
Outspoken and connected, Prince asserted that for many 
heterosexual men who cross-dressed and did not intend to transition, 
there was not a sexual component to transvestism. For this 
phenomenon she coined the theoretically value-neutral term “cross- 
dresser.” Prince argued that cross-dressing was about expressing an 
integral internal a not about sexual desire, which 
contradicted the Hirschfeld-Ellis-Benjamin paradigm in which trans 
people either wanted to be women or were, to some degree, sexually 
aroused by wearing their clothing. Prince argued that many men who 
cross-dressed did so to express an internal feminine aspect of the self 
without necessarily wanting to live as women; while this construction 
of cross-gender behavior seems to have been intended to frame the 
behavior as less tawdry, this new paradigm also served to reinforce 
the emerging hierar y of legitimacy in transsexuality, in which 
transsexuals who had no erotic component to their genders were the 
most legitimate trans people and should be allowed access transition- 
related health care; cross-dressers who didn’t want trans healthcare or 
ee ee: were a rung below them, respectably not perverted; and then, 
at the bottom, were the transvestites: anyone who had any small 
sexual component to their cross-gender expression or identification, 
who must not be allowed transition-related healthcare or surgery, 
whether they wanted it or not. Prince’s aggressive popularization of 
the idea of nonsexual cross-dressin un- or perhaps semi- 
intentionally reinforced the idea that the only trans people who 
Pimes is ripley pons telatea healthcare were the trans women 

erotic component. While Benjamin had 
argued for three types of trans people who were different but 


none was more valid than another, Prince a 
hierarchy of respectability in which she was ey th for a clear 
was hyperconnected with other male-assigned peo 1% bottom. She 
spectrum and published magazines and pamphicts On the trans 
ups, and influenced the work of Benjamin, Kins Tan support 
octors. She is an important figure specifically wemed ‘aan Other 
hard to popularize the idea that the fetishistic transvesti ie © worked 
who must be reviled. Unsurprisingly, Prince was a aeterace 1S a cree 
male-assigned person with significant class privilege; mu gr ba 
white men with money today who see marriage or military Sse € ga 
the only remaining things in the way of their own oe Ps 
ope assimilation and therefore use their significant oat to 
to fight for these rights, despite the fact that many gay people aril 
experiences are complicated by complex intersecting oppressions 
such as racism or poverty have more pressing problems than the 
legality of theoretical marriages, Prince’s primary difficulty in life 
was the cultural stigma against cross-dressing, and so she argued 
loudly against that stigma without concern for any problems any 
other people with a cross-gender identification or impulse might 
experience. Her work influenced not only cultural tropes around 
fetishistic transvestism, but also the DSM entry on it. (In the field of 
psychology, the DSM is like the bible of pathology.) More 
importantly for a discussion of transsexuality, from Prince’s work 
comes indirectly the implication that if a trans woman has a 
complicated, kinky, or otherwise non-heteronormative androphilic 
sexuality, she must therefore not truly be transsexual and must not 
be allowed trans healthcare such as hormone replacement therapy. 
And while it’s important to note that Prince’s construction of the non- 
sexual crossdresser dovetails neatly with misogynist cultural ne 
around female sexuality (specifically, the lack of existence amie r 
decent breakdown of constructions of transsexual sexuality is bey 
the scope of this paper. ; 
Interestingly, contemporaneously wi 
Benjamin and with a wend unproductive antagonis 
to this day, many cissexual gay men tried to be more ©" 
pushing down trans women; many Cro 
respectable by pushing down transsexuals and gay 
transsexuals tried to be more a ae Dee 
transvestites and homosexuals. Many cissexua! £4 ception 
the idea that transsexual women renforoed the cultural perceP 


hikes ‘alrea 
that gay men were all feminine. There was, of course, alr 


in cis gay communities about whether respectability would be won by 
having gay men framed as masculine and gay women framed as 
feminine, in contrast to who that erased and whether that was okay. 
With third wave feminism in the eighties and nineties came at least 
some understanding that it’s more productive for marginalized 
people to coalition and support each other, instead of further 
marginalizing each other in the hopes of being less marginalized 
themselves, but a significant proportion of these demographics 
continue not to enact this. 


Robert Stoller and The University Sex-Change Clinics 


Unlike most everyone else except Richard von Krafft-Ebin 
until the 1990s, in 1957 Robert Stoller started out his work with tear: 
people by working with trans men; when he was respectful to the ites 
trans man referred to him, his patient referred another, who referred 
another, who referred another. A second difference between Stoller 
and Benjamin or Hirschfeld is that even though he came from " 
psychoanalytic back und, he wound up working with trans people 
instead of simply dismissing them or trying to psychoanalyze the 
trans out of them. To explain transsexuality, Stoller laid ‘out an 
elaborate version of the psychoanalytic distant-father, smothering. 
mother narrative of explaining homosexuality: 


“Stoller explains that one must study three peneeons in 
order to understand the process. The mother’s mother, the 
transsexual boy’s other, is a cold, harsh woman 
who has no love for her daughter. The girl is made to fee] 
from birth that being female is worthless. She is treated 
with no affection or respect by her mother but serves 
simply as a slave to do the household tasks. On the other 
hand, her father loves her and they remain close for a few 
years. Unfortunately for her femininity, however, the 
attachment is one in which the father has his daughter join 
him in his masculine interests, encouraging her to be like 
him. Then sometime between the age of six and puberty he 
abandons her. In the first case studies, when the girl was six 
a new daughter was born and the father instantly tumed 
his love at attention exclusively to the newborn.” 


Stoller’s theory was that the trans kid’s mother learns to 
hate femininity because her own mother treated her poorly and her 
dad left; the mother is basically a trans man who doesn’t get to 
Transition, envious of masculinity. She marries a “distant and passive 
man who doesn’t give the trans daughter a role model for 
masculinity. Stoller then says the mothers are overjoyed to have a 
son- unlike a previous generation of thought, which argued that 
“sons” turn trans because their mothers wanted girls and treated their 
sons as girls. The mothers are so overjoyed to have a son through 
whom to express their masculinity that they create a super intense 
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bond in which the son “becomes the beautiful phallus for which she 
has yearned since her sad, hopeless girlhood.” 

It's clear that, much like the way trans women’s sexuality 
has tended to be understood as deviant men’s sexuality instead of 
normal women’s sexuality- marginalizing all women’s sexuality- this 
etiology of transsexuality is far more interested in demonizing all the 
things that have gone wrong for the mother, and all the things that 
the mother has done wrong. The “distant father” is acknowledged and 
then disregarded. It’s important to at least propose that the male 
doctors antl scientists studying transsexuality were all deeply invested 
in privileging maleness and/or masculinity- that even when nes were 
being respectful of their trans clients, they were doing so from a 
patriarchal perspective instead of an egalitarian one. In another 
example of the weakness of the psychoanalytical argument, Stoller 
has no idea what exactly would cause this over-identification with the 
mother. He theorizes weakly that, since all the feminine male- 
assigned kids seem to have beautiful eyes, maybe it’s because their 
mothers spent too much time staring into their eyes, which makes 
them “sense they are part of their mothers’ femaleness.” He does 
acknowledge that between 1962 and 1972 he only did longitudinal 
studies with three cases; he does not acknowledge self-selection bias, 
the fact that his results are produced solely by cases in which parents 
who noticed these phenomena wanted to have a doctor evaluate 
and/or solve them. 

Stoller becomes a major player in the history of 
constructions of transsexuality when the University Sex Change 
Clinics open. (In 1964 Stoller had introduced the idea of “gender 
identity” to describe a person’s innate sense of gender- which would 
come to be the dominant model of understanding gender variance at 
the bean programs- so he was already on the stage when The 
Transsexual Phenomenon was published and the clinics subsequently 
opened.) The University Clinic chapter of the story of the history of 
constructions of transsexuality is really the last cohesive chapter, but 
even as such, by this point the story of research on trans people 
begins to fracture; this section could just as easily have been titled for 
Stoller, or John Money or Richard Green at Johns Hopkins. 

The University Sex Change Clinics were able, finally, to 
see trans people in theoretically controlled environments and to 
produce peer-reviewed literature. And they did produce decent work: 
Green did a longitudinal study on fifty feminine boys and a control 


group of fifty masculine boys in 
childhood produced tranaveite OF trans eaet Whether 
feminine or “sissy” boys were more likel to adults; he found 
or bisexual men than other boys, but Bek Sy to become ». 
tendency to go on to become transvestites ag anact SfOup had 4 
data did not support Stoller’s hypothesis th ton semua Green's 
the mother tumed boys trans. SIS That too much holding by 
In 1970 Bentler, Sherman an inia Pr 
Prince, yes) did a study of transvestites nae eine (that Virginia 
test, which found them to be psychologically ease oltzman inkblot 
; In 1975, Brierly did a study of masculini ' : 
using the Attitude Interest Test which found re jetminini 
particularly feminine compared to gay men; the aid sor ih 
them to cis women, most likely due to noses fund 
premise assumptions. Following -these studies Bakdie I 
McConaghy divided their transvestites into “nuclear” Baie ia 
who did not desire hormones or surgery, and ae 
transvestites, who were interested in hormones and or s ie 
Marginal transvestites “often” didn’t experience arousal with oe 
dressing, and showed more homosexual interest than nuclear 
transvestites. In 1982- after all of the university programs had folded, 
but demonstrating the foundations in trans research that had been 
laid by them- they determined that there was a third group, 
“fetishistic transvestites,” who both desired hormones and/or surgery 
AND felt erotic arousal attached to cross-dressing. Richard Docter 
elaborated this into five stages which are basically a progression of 
intensity in which the fifth stage- “secondary transsexualism’- does 
not always occur. Interestingly, Ray Blanchard came up with a 
classification scheme that only includes one type of transvestite and 
three types of transsexuals: borderline, heterosexual fetishistic, and 
homosexual nonfetishistic. This framework- the idea that the genders 
of trans women who were not sexually attracted to men were 
fundamentally, necessarily fetishistic genders, whereas the genders of 
trans women who were attracted to men were fundamentally _ 
necessarily not fetishistic genders- foreshadows the hetero- a 
cisnormative work by Ken Zucker and J. Michael Bailey that wou 
follow. 


femininity in 


The university programs did more research on female- 


— 


assigned trans people than Benjamin or Hirschfeld had, but still not 
nearly as much as they did on male-assigned trans people. Stoller 
reported on three trans men, but argued again: from a dismissive, 
patriarchal place) that female transvestism was rare because since 
women wearing men’s clothing was culturally considered 
appropriate, there was less sexualizing of the male role in women- so 
there is nowhere near as much taxonomy or discussion of sexuality in 
these people Stoller described as “women.” 

Interestingly, around then, Aaron Devor- who would later 
come out as a trans man - studied female-assigned trans people he 
called “gender-blenders” whom he characterized as brave resisters of 
patriarchal norms- implying that the opposite was true of trans 
women. “[He] may be overinterpreting [his] data,” writes Bullough. 
“The [men] [he] interviewed did not sound particularly militant, nor 
did they seem to be participating in a social protest movement.” 

The most salient accomplishment of the University Sex 
Change Clinics, though, was the way they created and implicated a 
trans health gatekeeping paradigm. In the forties and fifties, there 
was far more demand for access to trans healthcare than there was 
supply; in the sixties and seventies, this remained true, although the 
method of dealing with it evolved. The clinics started with at least an 
acknowledgment of the fact that, no matter how prominent the 
psychoanalytical model had been for the last six decades, "the 
psychoanalysts had to concede that neither psychoanalysis nor other 
forms of psychotherapy had get relieved a single transsexual of his or 
her desire to change sex." So while studying femininity in young 
male-assigned children remained a thing that people did, it fell out of 
fashion as the thing to study with regard to transsexuality. Doctors 
and scientists looked to genes, prenatal and/or neonatal exposure to 
hormones, and even neurophysiology for an etiology. 

In 1969, the Johns Hopkins clinic published Transsexualism 
and Sex Reassignment, the handbook for doctors who chose to treat 
transsexuals that would evolve ten years later into the Harry 
Benjamin Standards of Care. Their guidelines included: 


“psychological evaluation to ascertain that patients had a 
longstanding crossgender identification and no- severe 
mental illness. The doctors also wanted patients to live as 
the other sex and take hormones for a number of months 


or years before undergoing irreversible sur ery. Th 
looked for patients with the intelligence to understand 
what the surgery could and could not do, and with Wie ‘ 
they considered realistic plans for the future, especially 
employment. [..] They preferred patients who avoided 
‘exhibitionism’ and promised to live ‘quietly’ They ho ed 
to avoid patients who might ‘publicize, notorize feel 
capitalize on’ their transsexual surgery. They had explicit 
preference for those who could pass as the other sex. The 
hoped their patients would look and _ behave like 
conventional women or men. [..] Regardless of how dee 1 
they longed for surgery, large and balding MTFs a 
heavy beards seemed less qualified for Surgery than 
smaller MTFs with more typically feminine distributions of 
hair. Some of the doctors actually required their patients to 
to undergo eae in conventional gender stereotypes. [..] 
Along the same lines, the doctors also expected their 
patients to live as heterosexuals and, better yet, to m 
after surgery. A preoperative MTF who had sex with 
women did not duality for treatment as readily as a 
preoperative MTF who had sex with men, sex alone, or no 
sex at all. [.] In sum, the doctors rejected candidates who 
would not conform after surgery to the dominant 
conventions of gender and sexuality.” 


So in a very real way, feminist critiques of the university 
programs that would start crop up in the 1970s- arguing that these 
gender clinics were reinforcing social norms and therefore the 
oppression of those who resisted them- were accurate. (They just 
tended to be directed at trans women instead of doctors.) To take this 
even further, in the early 1970s Norman Fisk, a doctor at Stanford, 
admitted that he and his colleagues had devised their criteria to 
screen candidates “so that the overall program could or would be 
continued.” In other words, university programs constructed their 
criteria according to social norms explicitly because reifying those 
social norms produced funding, without which the programs could 
not exist. The reification of these norms, in turn, produced a 
transsexual grapevine in which people coached each other on how to 
access care; if you needed to say you had never had a sexual thought 
about a woman in order to access transition-related healthcare, then it 
would make sense for you to tell a doctor that you had never hada 


sexual thought about a woman, regardless of your lived reality. 
Doctors, of course, caught on to the fact that trans people were telling 
them what they were supposed to want to hear, which produced the 
negative trope of the transsexual who will lie, cheat or do anything to 
access transition. 

In other words, the root problem here was capitalism. 

The work of the gender identity clinics culminated in the 
proposal of “gender identity disorder” in 1979, which was included in 
the DSM-III in 1980- perhaps not incidentally, the first edition of the 
DSM not to feature homosexuality as pathology. 

An important final thing to discuss when discussing the 
university clinics is their introduction of the Transsexual Regret 
trope. The overwhelming majority of trans people who are able to 
access trans healthcare don't regret it, there are of course exceptions. 


“For a few, the long struggle did not seem worth it in the 
end. In the available records, a handful of transsexuals 
expressed regrets about their new lives. One MTF failed to 
find employment as a woman and had to revert to living as 
a man. ‘I am not doing this,’ she told Belt, ‘because I desire 
to go back to an unhappy life, but I have to survive. It is a 
bitter pill, the bitterest I ever took, but there is nothing left 
to do” Another MTF decided after surgery that she had ‘a 
man’s mind,’ that her ‘new body was all wrong.’ She made a 
good living as a ‘Latin Bombshell’ stripper, but she disliked 
the aggressive men who expected her to have sex with 
them. She had lost her interest in sex with either men or 
women, and she found her life ‘lonely beyond belief.” 


Notably, in at least the first case here, the regret was not 
caused by the trans person’s transition, but instead by a culture that 
treated trans people so poorly that she could not survive. But most 
who managed to obtain surgery did not regret it “They 
overwhelmingly endorsed medical treatment, even oe ie they had 
disappointments with the arduous process and imperfect results.” 
“Most of the criticism focused on follow-up studies or the lack 
thereof. Although the follow-up studies that existed indicated that 
only a tiny minority of patients regretted their surgeries, they did not 
offer enough convincing data for the skeptics.” In 1977 Jon Meyer 


presented a follow-up study to the APA which he published two years 
later with 


his colleague Donna J. Reter. The onl atient 

regretted surgery was a trans man who eotttten his nee who 
its complications. They found that most patients who hake, hs 
approved for surgery had found other means to access it. adn't been 


“Their study thus indicated an ongoj j 

and a lack of regret afterward. [.. Te a = Surge 
properly, Meyer and Reter assigned each eubiect Pesca 
They added points for improvements in job level]. 
‘gender-appropriate’ marriage or cohabitation b cance 
they referred to an MTF who ‘live[d] with, or tase ips 
man as a female’ or by implication an FTM who lives, in 
or married a woman as a male, and they subtracted ‘ae ea 
for arrests or jail sentences, psychiatric treatment, dike 
in job level, and ‘nongender-appropriate’ cohabitation es 
marriage. The scoring suggested that Meyer and Reter 
valued upward mobility, heterosexuality, and patients who 
avoided asking for psychiatric help. But that was not the 
point they hoped to make. ‘Sex reassignment surgery,’ the 
concluded, ‘confers no objective advantage in terms of 
social rehabilitation.’ They conceded, however, that it 
remained ‘subjectively satisfying’ to patients who had gone 
through an organized gender-identity program.” 


. In other words, no matter how happy their trans patients 
were with the healthcare they had managed to access, if they did not 
go on to pass for cis, refuse to talk about their problems with 
professionals, get themselves into heterosexual marriages, and find 
good jobs in which they advanced, then they were consi ered failures 
as trans people. (It is perhaps stating the obvious to note here that 
transitioning can be kind of a big deal in a person’s life, and it might 
be understandable to want to speak to a professional about it- 
especially if you're already in_ contact with psychological 
professionals.) This is a clear example of framing a patriarchal, 
hetero- and cisnormative perspective- the idea that doctors or 
better than trans people what is important in trans people’s lives; ri 
conflation of surgery, identity, lived experience, sex and gender; : 
denial of bodily autonomy to clients- in other words, “common sae 
- as hard science. Meyer and Reter announced the results 0 i 
survey at the same time that they announced the closure of theJ 
Hopkins clinic, which led soon after to the closure of the other 


clinics. Just in time for Ronald Reagan and the beginning 


ne 10805 conservative values determined that trans people should 
was be allowed to transition. 
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Although her work is profoundly unscientific, a zine 
discussing the history of constructions of transsexuality would be 
remiss without a discussion of the work of Janice Raymond. In 1979 
Raymond published a book titled The Transsexual Empire in which 
she reiterated the various strands of anti-trans-woman sentiment that 
had been grumbling in feminism since Beth Elliott, a folk singer and 
the first trans woman admitted into the lesbian organization The 
Daughters of Bilitis- and an organizer of the 1973 West Coast Lesbian 
Conference- was forced out of that same conference by a reported one 
third minority of women present. A vocal minority of cissupremecist 
“feminists” throughout the seventies demonized trans women by 
arene ironically, given the central feminist argument that biology 
is not destiny, that women are more than bodies- that trans women 
were men. Framed as a radical critique of transsexuality, this also was 
directly in line with repressive, normative and “common sense” ideas 
about transsexuality: the idea that trans people are fundamentally the 
genders they are assigned at birth is hardly a groundbreaking one. 

Susan Stryker characterizes The Transsexual] Empire thus: 


“First, Raymond explicitly identifies the practice of. 
transsexuality with rape. [.] Furthermore, Raymond claims 
that male-to-female transsexuals are: agents of the 
patriarchal oppression of women, comparing them to the 
eunuchs (castrated males) who once guarded the harem 
tents for Eastern potentates [...] Combining Orientalist 
stereotypes with a thinly veiled Islamophobia, Raymond 
thus constructs the transsexual as a tool of alien powers 
bent on the subjugation of progressive Western feminism. 
[...] One of the more lurid yet logically incoherent sections 
of The Transsexual Empire is called ‘Learning From the 
Nazi Experience’ [in which] she then constructs a string of 
false syllogisms, inferences, and analogies that work to 
associate transsexuality with Nazism without actually 
asserting that transsexuals are Nazis or Nazi collaborators. 
[-.] The section ends with a series of statements and 
inferences bearing no logical relationship to each other: 
The Nazis were Germans; the first physician on record to 
perform a sex conversion surgery was a German who 
worked at Hirschfeld’s institute in Germany; Harry 


Benjamin, a German, visited the Hirschfeld institute man 
times in the 1920s; the institution’s files reputedly held 
compromising information on prominent homosexual or 
cross-dressing Nazis; and Nazis conducted medical 
experiments in the concentration camps that sometimes 
involved castration and hormone treatments aimed at 
‘curing’ homosexuality. Therefore? Transsexuality has 
something to do with azism.” 


Raymond's ultimate conclusion: “I contend that the problem of 
transsexualism would best be served by morally mandating it out of 
existence.” Raymond did not acknowledge that transsexuality, in 
different culturally produced forms, has existed in all cultures for as 
long as mankind has been around; she did not provide a compellin 

analysis of specific ways that aeacunie? produced the expression of 
the trans impulse. She doesn’t acknowledge that Hirschfeld’s initial 
interest in separating transsexuality m homosexuality was 
culturally produced by a combination of cultural factors including 
first wave feminism, or that Hitler had declared him the most 
ns pe in Germany. By framing transsexuality as a product of 
medical science, Raymond ignores the fact that Hi eld was 
helping people to transition before hormone therapy- much less 
bottom surgery- had been attempted. As Joanne Meyerowitz observes, 


“In explaining why transsexuality and sex-reassignment 
surgery emerged in the twentieth century, one might cite 
new developments in medical technology, especially new 
plastic-surgery techniques and the invention of synthetic 
hormones. Indeed, medical technology played a significant 
role in the history of transsexuality. But technology alone 
ai neither a necessary not a sufficient precondition 
or modern transsexuality. The earliest transsexual 
surgeries took place before the invention of synthetic 
hormones and without the benefit of sophisticated plastic- 
surgery techniques.” 


Stryker writes, 
“Transgender community members have asked since the 


1970s how anyone could fail to see that Raymond’s rhetoric 
and policy recommendations replicate arguments by €X- 


y ministries, antiabortion activists, bigots, and 
earmongers of many stripes. In spite of these 
rotestations, antitransgender discourses continued to 
proliferate in the 1980s, when it became common to 
denounce transsexuality as a “mutilating” practice and, if 
anything, the level of vitriol directed against transgender 
people actually increased.” 


Raymond’s work has remained in print and been supported 
by a vocal minority in feminist circles since its publication. 
Interestingly, most modern feminists consider The Transsexual 
Empire to be of a piece with the vocal branch of second-wave feminist 
thought that centered the needs of white, cis, middle-class women 
while ostensibly speaking for all women, erasing women of color, 
women who were not from the United States, working class women 
and others. (It's worth noting that this was a feminism which also 
rejected butch and femme identities as heteromimicry, marginalizing 
even cissexual women whose gender expressions did not fit its tenets; 
this was a proscriptive feminism, not a feminism for all or even most 
women.) In the late eighties and early nineties when the third wave 
of feminism began truly to eclipse that second-wave model, centering 
the importance of acknowledging intersectionality- for example, the 
fact that racial oppression complicates gender oppression and vice 
versa, inseparably- and respecting marginalized voices like sex 
workers and trans women, the scope of Raymond’s essentialist 
feminism started to seem to most feminists to be outdated and 
extremely narrow in sco Sdll, her work was particularly 
influential, and as she worked with Adrienne Rich, Mary Daly, and 
other influential queer and/or feminist thinkers, it’s important to 
acknowledge the way she and her followers put up a major block to 
the acceptance of trans people- primarily, again, trans women, 
although she did not have anything positive to say about trans men- 
in feminist communities, particularly in the eighties. It’s also 
important to acknowledge explicitly that because of Raymond, trans 
edu could not stay safely at men’s shelters, are pace | 
once sls women’s shelters- even after being sexually assaulted- 
aceite ymond had framed our bodies preemptively as sexual 
ca carnate. It’s a deeply uncompassionate perspective that has 

Teal harm to an already marginalized group of people. 


To take a broader view, Magnus Hirschfeld y 
centered approach with trans clients and was able to j 
lives; Harry Benjamin's work was imperfect, but it also used a client. 
centered and respectful approach, moving scientific and cultura] 
perspectives on trans women in progressive directions The 
University gender identity clinics were neutral on these grounds at 
first, although by the end, unable to find a useful etiology and 
frustrated by the overwhelming need for transsexual healthcare and 
their inability to provide it, by the end of the seventies they had given 
up on taking a client-centered approach and eventually had to close 
their doors due to the failure of their theoretically-centered approach 
But if there's an approach that was the opposite of a client-centered 
one- and also the opposite of a scientific one- it would be Raymond’s, 

Still, since the closure of the gender identity clinics more 
or less coincided with the release of the H Benjamin 
International Gender Dysphoria Association Standards of Care, the 
situation in the early eighties wasn’t as catastrophic for trans people 
as it might have been. In 1980, Gender Identity Disorder was 
introduced into the DSM; the Standards of Care provided guidelines 
to any doctor or counselor to treat trans clients. Despite their explicit 
pathologization of the transsexual impulse, these widely-accepted 
models for treating trans clients removed the threat of le action 
against doctors in private practice performing bottom surgeries; now 
that a doctor had a set of legal (or at least o cial-looking) boxes to 
check- that the client had been on hormones for one ear, that the 
client had been through mental health counseling, a4 


sed a Client. 
mprove their 


at the client 
had a persistent cross-gender identification for over a year, etc- 
before providing surgery, the likelihood that legal action could be 
taken in a case of surgical regret was reduced almost to nothing. And, 
in keeping with capitalist culture in America in the 1980s, there was 
money to be made. So a new paradigm for the treatment of trans 
people came into being: the client would see a licensed psychologist 
who would diagnose them with Gender Identity Disorder, which 
would then enable them to access hormones; after taking those 
hormones and then living in their chosen gender role for a period of 
time (generally a year), if they could afford it, they could pay for 
bottom Surgery out of pocket. While there has been some evolution 
i terms of timeframes and terminology, this is the model that is still 
in place. Of course, psychology and gatekeeping are not an exact 
Stience, and the Standards of Care are guidelines instead of laws, SO 
their enactment is not always carried out in the same way; 4 
Psychologist is still free to refer to the psychoanalytic model and 


demand intensive talk therapy indefinitely instead of approving a 
atient for hormones. But in general, if a trans person can find and 
ist, and then afford hormones, and then afford surge 
afford a therapist, ; : B' 
if she or he wants it, the system in place should be workable, even if it 
fren requires persistence on the part of the trans person seeki 
oath It’s also important to note that since many psychologists don’t 
intentionally educate themselves on transgender protocols, 
transgender clients under this model frequently find themselves” 
educating their care providers. : ee 

So while trans people in the eighties were me 
unsupported by (relatively mainstream) feminism, i 
misunderstood in popular media, and no longer supported by 
institutional research, they had achieved equality along capitalist 
lines: health care was now accessible, if you could afford it. Of course, 
economic marginalization is one of the most salient aspects of the 
larger marginalization of trans people, so this was (and Temains) a 
particularly imperfect situation. But from the early eighties onward, 
non-client-centering research could be done without the future of 
access to transition-related health care for individuals hanging in the 
balance. 

And that non-client-centering research was done, and 
continues to be done. Ray Blanchard, a psychologist who started out 
working with “sex offenders” and went on to do psychological work in 
which he determined that the more older brothers he has, the more 
likely a right-handed man is to be gay, proposed in 1989 the idea of 
“autogynephilia” as an etiology of transsexuality. His argument was 
that, despite Hirschfeld’s research Separating transsexuality from 
[homo}sexuality, and despite Benjamin’s work with explicitly non- 
sexually-motivated transsexuals, there are only two categories of 
trans women: “homosexual transsexuals,” who are men so attracted to 
men that they feel they must become women, and “autogynephilic 
transsexuals,” who- in defiance of Occam’s razor- are sexually 
attracted to the idea of themselves as women. Blanchard’s theory 
moved the etiology of transsexuality back to the early psychoanalytic 
model, while moving the understanding of sex and gender back to a 
pre-Hirschfeld conflation- but, as Raymond showed with her work, no 
Matter how Tepressive or regressive a theory is, if it reinforces 
cultural norms, it will find supporters. And to be fair, Blanchard’s 
autogynephilia theory did break new ground attributing sexuality to 


trans women who are not attracted to men but still desire transition. 
this oversimplified refusal to understand trans women as havine 
complicated sexualities had been produced by a cultural fend 
especially “scientific”) ignorance toward women’s- both trans and 
especially cis- sexualities, and so it has been a particularly harmful 
method of introducing the idea that lesbian trans women (as a Subset 
af the category of people “women”) have sexualities. It’s widel 
accepted that every individual's sexuality is produced by sone 
combination of nature and nurture; Blanchard’s theo of 
autogynephilia, applied to a queer cis woman, would patho Ogize 
literally any sexuality she expressed. 
It's a deeply problematic theory that has been embraced b 
Canadian sexologist Kenneth Zucker and especially American 
sexologist J. Michael Bailey, a protégé of Blanchard’s, who- in keepin 
with the salacious work of 40s and 50s sexologist David O. Cauldwelt 
published a sensational book in 2003 with the unfortunate (although 
tellingly dumb) tide The Man Who Would Be Queen: The Science of 
Gender-Bending and Transsexualism, in which he outlined what he 
saw to be the connection between gender atypical behavior in 
children and homosexual behavior in adult men, with the idea that 
this was related to transsexuality. (Never mind Richard Green’s 
findings at Johns Hopkins thirty years previous.) Among other 
observations, Bailey describes how he can just tell that the feminine 
guy behind the makeup counter at the mall by his house might 
transition; he describes how he and his son can read the “gay voice” 
of someone behind him at the movies; and frames femininity in 
maleassigned people as common-sensibly, obviously related to 
sexuality- in the same dismissive way that Krafft-Ebing did over a 
century earlier. Then he tells a story about an autogynephilic trans 
woman who built herself a robot boyfriend, with the implication that 
this single evocative anecdote says more than any body of legitimate 
scientific research ever could. AS Hirschfeld did, Bailey also combed 
the drag bars of his og Senge for people to talk to about 
Tanssexuality; however, Bailey does this a hundred years after 
Hirschfeld did it, in the internet age, and so his assumption that a 
representative sample of the trans community can be found in gay or 
drag bars is far more problematic in the early 2000s than it ha been 
a hundred years previously. 
—_ Fs Man Who Would Be Queen was nominated for the 
a ne terary Award the year it was published, but its nomination 
‘ost immediately withdrawn ami protest from trans people. 


Blanchard / Zucker / Bailey theory would ultimately be 
jatively unimportant in the grand scheme of constructions of 
a gsexuality- the privatization of trans healthcare has produced a 
a in which regressive research doesn’t generally impact trans 
s a Je’s access to care in the same way it did decades sb if not for 
re facts that Ken Zucker is the chair of the 2013 DSM V Sexual and 
Gender Identity Disorders Work Group, and that under him Ray 
Blanchard is the chair of the paraphilias subcommittee. As of this 
writing, in September of 2012, it remains to be seen what effect their 
input will have. ke ; 

Finally, there is client-centered work being done. Both 
psychologists and the popular media, in the last decade or so, have 
turned their attention to children with cross-gender identifications; 
Dr. Diane Ehrensaft’s 2011 book Gender Born, Gender Made is a 
discussion of trans youth that directly contradicts Zucker’s assertion 
that cross-gender identification in children must be squashed, which 
he supports with arguments like this racist confusion of trans status 
and race: "Suppose you were a clinician and a 4-year-old black kid 
came into your office and said he wanted to be white. Would you go 
with that? .. I don't think we would.” Zucker has argued that 
femininity in boys must be stifled because- in the classic 
psychoanalytic model that continues never to have solved anything- 
to allow it would produce incorrect gender differentiation in the 
child. 

“To me, this is coercive therapy," Ehrensaft said. "And I 
don't think we should be in the business of coercing people. [..] I 
would say all the kids I've worked with who have gone through that 
kind of treatment, they have not come out better; they've come out 
worse." So the issue of cross-gender identification in childhood has 
not been solved; there are people doing work that respects these kids 
and there are people doing work that demands that these children 
change. The outcome of these discussions remains to be seen, but it is 
important to note that fifty years ago- even ten years ago- no doctors 
or mental health professionals were doing work to support children 
who identified with genders other than the ones assigned to them at 
birth, Probably one crucial aspect of this recent refocusing of 
oe attention to much younger trans people is that our cultural 

Scourse around children does not include an attribution of 
renner ; and therefore maybe for the first time transgender 
fern (or cross-gender identification, or gender variant 
ike ication- is being looked at through a lens that’s not blurred 

our weird, messed up cultural ideas about sex-as-in-fucking. 
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